Complex regional pain syndrome (CRPS) should be considered when an athlete presents with pain out of proportion to the underlying trauma.
Early recognition is critical to successful treatment and should involve multiple tools, the most important of which is the clinical evaluation.
As athletic trainers and therapists, we must recognize signs and symptoms that are abnormal in response to even the most benign injuries.
Athletes with CRPS should be treated as individuals, and a treatment paradigm should be designed to progress rehabilitation within the confines of their pain.
tions that are frustrating to both the patient and the clinician. These disorders can be characterized by enigmatic etiologies, and they generally do not respond to conventional treatment. They can be successfully treated, however, and early detection and diagnosis are critical to recovery.
Athletic trainers and therapists are often able to evaluate an injury as soon as it occurs and to follow its progression throughout all phases of rehabilitation. This daily interaction is critical in successfully managing pain syndromes. The athletic trainer or therapist might be the first clinician to note that an athlete is not responding "normally" to an injury or a rehabilitative activity. Complex regional pain syndromes can be triggered by a variety of musculoskeletal injuries that we manage on a daily basis. Therefore, knowledge of the signs and symptoms of pain syndromes plays a critical role in early diagnosis and treatment. This article provides information on the etiology, signs and symptoms, and treatment options for individuals with complex regional pain syndromes.
Reflex sympathetic dystrophy (RSD), or complex regional pain syndrome Type I (CRPS I), is a complex pain phenomenon that is estimated to affect 6-8 million Americans (RSDnet.org, 2001) . This disorder affects more women than men and afflicts both young and old (RSDnet.org). Despite its widespread existence, a definitive etiology and pathophysiology remains elusive. This condition often goes undetected, and it can become a source of debilitative chronic pain.
The first widely accepted account of RSD was reported in 1864. Mitchell, Morehouse, and Keen (as cited in Colton & Fallat, 1996) described a burning pain that was secondary to gunshot wounds suffered by Civil War soldiers. Since this first account, numerous authors have reported similar pain patterns, and a variety of different names have been applied to the disorder. Over the past 140 years, the term reflex sympathetic dystrophy has become synonymous with causalgia, Sudeck's atrophy, shoulder-hand syndrome, sympathetic paralysis, and algodstrophy, despite the fact that these disorders can involve signs and symptoms that differ from RSD.
In an attempt to clarify terminology, the International Association for the Study of Pain (IASP) Subcommittee on Taxonomy defined RSD and causalgia as two separate entities (Bruehl, Harden, & Galer, 1999) . RSD is described as a disorder, or group of disorders, that can develop as a result of trauma and might involve a nerve injury. Individuals with RSD experience pain, sensory abnormalities, abnormal blood flow and sweating, and changes in tissue and motor systems (Bruehl et al.) . Causalgia, which closely resembles RSD in its signs and symptoms, is differentiated by the presence of a clearly definable nerve injury (Bruehl et al.) .
The IASP has adopted a new classification system, which categorizes both RSD and causalgia as complex regional pain syndrome (CRPS). RSD is Type I and causalgia, Type II CRPS. This was done to distinguish the features, location, and nature of the pain syndromes without respect to etiology (Bruehl et al., 1999) . CRPS I will be used to describe the pain phenomenon formerly known as RSD, and CRPS will be used to describe the two disorders collectively.
Signs and Symptoms
CRPS I can be divided into three stages that correspond to specific signs and symptoms (RSDnet.org, 2001) . Each stage can vary in length and the number of signs and symptoms presented. Typical symptoms that characterize CRPS I are presented in the sidebar.
The pain that typically accompanies CRPS I is usually most severe at night, and it can be either deep and stabbing or superficial in nature (RSDnet.org, 2001) . Knowledge of the signs and symptoms and their progression is critical for proper management of CRPS I. Patients who are diagnosed early respond best to treatment, and they have the lowest rate of recurrence (RSDnet.org). The longer the disorder goes unrecognized, the greater the likelihood of permanent trophic change (RSDnet.org). As few as 20% of individuals with CRPS I are able to fully resume prior activities, and it spreads to another area of the body in as many as 80% of all reported cases (RSDnet.org).
Diagnostic Tests
Diagnosing CRPS is a complex task that involves many different strategies. The most useful tool is the clinical evaluation. Although distinguishing CRPS I from the other complex regional pain syndromes by signs and symptoms can be difficult, it can help determine the most appropriate next step. Gibbons and Wilson (1992) developed a scheme to help diagnose CRPS, which is shown in Table 1 .
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